Ventricular aneurysms due to causes other than coronary artery disease are uncommon. We report here an instance of an acquired left ventricular aneurysm in a Bantu girl. The aneurysm was of uncertain oetiology and was surgically repaired.
minute, regular, and of normal volume. Her blood pressure was 120/70 mm. Hg. The jugular venous pulsations were normal. The apex beat was displaced to the sixth intercostal space just outside the midclavicular line and was left ventricular in type. No abnormal impulses were detected in the region of the cardiac apex. On auscultation a very short, loud and musical systolic murmur was heard near the apex (Fig. 1 ). This murmur increased in intensity when the patient lay on her left side but varied considerably with respiration and was best heard during held mid-inspiration. A systolic click sometimes occurred in the middle of this short systolic murmur. A short but moderately loud early diastolic murmur was present at the sternal border. The second heart sound was normal.
The electrocardiogram showed an axis of + 200. T wave inversion was present in all the precordial leads but there was no evidence of ventricular hypertrophy. A postero-anterior teleradiogram indicated slight cardiomegaly (cardio-thoracic ratio of 53%4) and a rounded protruberance in the region of the apex of the, technique, demonstrated the passage of dye during early systole through a narrow neck into a saccular aneurysm at the apex of the heart ( Fig. 2A and B) . On April 1, 1963, the patient was operated on by one of us (G.K.) through a median sternotomy incision. The pericardial sac was obliterated by thin avascular adhesions. These were freed except in the region of the aneurysm. Cardiopulmonary bypass with a disc oxygenator was established, using a single atrial drain and left femoral artery cannulation. The aneurysmal sac was then safely mobilized. It was intimately adherent to the pericardium and arose from the apex of the left ventricle. The globular aneurysm, approximately two inches in diameter, had a thin and fibrous wall. The pericardium was intact. A systolic thrill was palpable at the neck of the sac. The muscular neck of the aneurysm was clamped and the sac excised.
The post-operative course was uneventful, except for a short period of pyrexia and a painful swollen knee five weeks after the operation. The heart sounds became normal and the T waves became upright in the left chest leads.
Histopathology of the Specimen (Dr. S. Siew). Cardiac muscle was present only in the neck of the aneurysm. The wall consisted largely of dense fibrous tissue. There was well-marked endarteritis, periarteritis (predominantly of lymphocytes and plasma cells), and concentric peri-arterial fibrosis. These findings indicated a non-specific inflammatory reaction.
Discussion
AEtiology. Left ventricular aneurysms, other than those complicating atherosclerotic myocardial infarction, are rare (Parkinson, Bedford, and Thomson, 1938; Abrahams et al., 1962) . Previously reported causes are: syphilis (Braunstein, Bass, and Thomas, 1940; Jacobs, 1952) , mycotic infections (Pirani, 1943) , rheumatic myocardial necrosis (Parkinson et al., 1938) , trauma (Pitts and Purvis, 1947) , tuberculosis (Beheyt and Joris, 1963) , anomalous origin of coronary arteries (Sanes and Kenny, 1934) , malarial endarteritis (Macfie and Ingram, 1920) , congenital lesions (Clearkin and Bunje, 1955; Abrahams et al., 1962) , and unidentified causes (Zeeman et al., 1962; Schrire and Barnard, 1963) .
The etiology in our case remains obscure. Though the pathological description is similar to the cases described by Abrahams et al. (1962) in Nigerian Africans, the site is different, namely the apex of the ventricle and not the atrio-ventricular groove.
Auscultatory Findings. Although murmurs have been considered to be of little diagnostic value in cardiac aneurysm (Dressler and Pfeiffer, 1940; Fulton, 1941) , they were impressive and unusual in our case. The short ejection systolic murmur was almost certainly produced by the flow of blood into the aneurysm in very early systole. It is probable that ventricular muscle contraction completely occluded the narrow neck during the later major part of systole. The early diastolic murmur presumably resulted from the return of blood into the left ventricle during diastole. An apical systolic click has also been described by Levine and Harvey (1959) who postulate that it may be produced by the paradoxical systolic expansion of the aneurysm striking against the chest wall.
Summary
The successful removal of a left ventricular aneurysm is reported in a 12-year-old Bantu girl. Unusual auscultatory features were present and their mechanisms are briefly discussed. The aneurysm occurred at the apex of the heart; its atiology remains uncertain.
Thanks are due to Dr. John Barlow for his encouragement, advice, and criticism, and to the medical and nursing staff of the Non-European General Hospital, Johannesburg, for their care of the patient. We are grateful to Dr. K. F. Mills, Superintendent of the Johannesburg Group of Hospitals, for permission to publish.
BANTU CHILD LEFT VENTRICULAR ANEURYSM IN A
A. Dubb, G. Katz and M. Berk
